Objectives: A number of evidence-based interventions are now available for stroke patients. Good-quality stroke care involves a range of health professionals located across ambulance, hospital, community and primary care services. This study examined the perspectives of health-care workers involved in stroke care in Sweden and England on the integration challenges stroke care presents. Methods: Four qualitative case studies were carried out in Sweden and England, including 95 semistructured interviews with clinicians and managers associated with four different hospitals providing specialized stroke services. Findings: High levels of organizational, functional, service and clinical integration among clinicians that deliver emergency and acute stroke care were identified. This is frequently lacking among professionals delivering postacute care. These findings are linked to the prevalence or lack of normative and systemic integration in each respective stage of care. Conclusions: Emphasis on the need to treat stroke as an emergency condition in both countries has created a context in which normative and systemic integration often occurs among clinicians that deliver emergency and acute stroke care, aiding the development of organizational, functional, service and clinical integration across the case study sites. In contrast, integration between hospital and community (rehabilitation and general practice) care is frequently less successful.
Introduction
Stroke is one of the leading causes of mortality and morbidity in the world. 1 Although stroke was traditionally associated with few treatment options, the introduction of a number of evidence-based interventions have improved patient care and outcomes in recent years. 2, 3 Stroke units (SUs) offer specialized inpatient co-ordinated care for stroke patients. There is evidence from meta analyses of trials that the provision of SU care has produced improved outcomes, including reduced mortality and disability, when compared with treatment in general medical wards. 3, 4 Another initiative in stroke care has been the development of Early Supported Discharge (ESD) which aims to shorten the length of stay in hospitals and improve the care of stroke patients on leaving the SU. 5, 6 Lastly, thrombolysis, the administration of a 'clot-busting' drug, is frequently cited as the most significant and effective evidence-based intervention in stroke care, although only appropriate for less than a quarter of patients with an ischaemic stroke. 7 According to various national guidance documents 8 -11 an ideal trajectory for a person who has had a stroke is to be taken by ambulance to the emergency department of a hospital with an SU; various treatments and assessments will be carried out in the emergency and radiology departments by stroke specialists and the patient will be transferred to the SU where further services will be provided by a multidisciplinary specialist stroke team. Following a one-to-two-week stay in the SU, depending on the patient's condition, the patient will be discharged and provided with a range of community rehabilitation and primary care services until patient goals are met; for up to a year postdischarge. From this simplified patient journey it is clear that there are a number of integration challenges for the various services, departments and clinicians involved in stroke care.
Healthcare integration
Integration of health services is thought to be important in achieving effective and efficient services for patients in general and for patients with long-term conditions and those with multiple morbidities in particular. 12, 13 The aim of integration is to reduce fragmentation and to improve the continuity and coordination of care. 14 There are a number of different forms of integration, this paper will be focusing on a type of vertical integration, entailing the extension of an organization's activities upwards or/and downwards; for example, hospital care services integrating downwards with primary care or community care services. 15 However, the term integration is rather elastic as it can refer to the complete formal merger of services (real integration) and much looser and informal linkages that can be developed within existing systems (virtual integration). 16 Agrhen and Axelsson 17 view integration as a continuum ranging from full segregation, through intermediate forms of linkages, coordination, cooperation and finally ending in full integration.
Our data were analysed using Fulop et al.'s 12 typology (see Table 1 ) of health-care integration (adapted from work by Contandriopoulos et al. 18 and Shortell 19 ). This framework grounds our findings theoretically within the integration literature and the typology is comprehensive enough to account for various forms and extents of integration. This model allows us to interrogate integration between ambulance services and hospital services, integration of services within hospital care (i.e. between the departments of emergency, radiology and SU), and finally between hospital and postacute care. These linkages of care between different providers, organizations, services and clinical teams pose distinct challenges for integrated care. The framework also considers process and cultural change (which are often neglected in other integration models), which is significant for our interpretation of why some dimensions of stroke care are more successfully integrated than others.
Our focus is on organizational, functional, service and clinical integration and how far these have been achieved from the perspective of professionals delivering stroke care in England and Sweden. Our data show the different challenges faced by teams working in different countries, health-care systems and sites (e.g. urban and rural); and how these are impacted on by elements of normative and systemic integration.
Methods
As part of a European Commission's seventh framework programme, four comparative case studies of the implementation of evidence-based stroke care in England and Sweden were conducted. The case studies focused on SUs but included community and general practice (GP) services in England (2 hospital sites) and Sweden (2 hospital sites). Qualitative case studies allowed the researchers to explore stroke services in-depth and to ask the relevant 'how' and 'why' questions that emerged 20 about how the different dimensions of integration affected stroke care at different stages of patients' pathways. A comparative case study design was used to facilitate the construction of a database comprising 95 interviews, with both internal and external validity. 21, 22 England and Sweden were selected following discussions with European stroke specialists who make up the European Implementation Score Collaborative Group (See: http://www.eisproject.com/ for more details of this group). According to national audit data, Sweden and England represent different levels of stroke services development; Sweden has a relatively long tradition of establishing SUs, while England is at a more developmental stage following the implementation of a national stroke strategy in 2007. Both countries treated 88% of stroke patients on SUs in 2010 (though in England a third of stroke patients spent less than 90% of their stay on an SU). 23, 24 The stroke strategies in both The coherence of rules and policies at the various levels of the organization countries are broadly similar, emphasizing the need to increase the public's awareness of stroke as an emergency and stressing the need to improve ambulance response times. 9, 24 The case study sites in England and Sweden (see Table 2 for brief overviews of these two health systems) included two urban and two rural hospitals capturing data from different contexts in terms of patient demography; influence and existence of competing hospitals; difficulties in attracting and retaining skilled staff; and differences in community care arrangements ( Table 3 provides brief profiles of the case study sites).
Interview sampling
The case studies examined the delivery of stroke services so the interview sample included a range of clinical and managerial staff from the SU, emergency medicine, radiology, the ambulance service, community rehabilitation services, commissioners of services and GPs (see Table 4 ). A total of 95 interviews were conducted, 50 in Sweden and 45 in England. The interviews took place in a private office in the informants' work place and lasted between 25 and 90 minutes. An interpreter was offered to participants in Sweden, but everyone felt they could do the interviews in English. The Swedish interviews were performed at a slower pace; however, we are confident that the levels of comprehension were equivalent across the two countries.
The interview schedule was piloted with four clinical staff and revisions made prior to the fieldwork. The interviews were conducted by AF between October 2010 and September 2011. They were recorded, transcribed and then entered into Nvivo for coding. Initial codes were generated from a close reading of the transcripts and were largely deductively based on the interview schedule. However, the data analysis had an inductive component and various vertical integration issues of stroke services were spontaneously raised by most informants in our first case study. Integration was then identified as an important factor that was explicitly pursued in the later case studies and it is these aspects of the data that this paper examines. AF led the analysis, but JIB and AB also There are differences in funding and organisational structure in the health systems of the two countries. In Sweden ( population 9.5 million), health care is more localized with local taxation providing a large proportion of funds being spent by 21 County Councils commissioning hospital care and primary care and 289 municipalities provide funding for home care, home services and nursing home care, 25, 26 adding complexity to post-SU care arrangements. In England ( population 53 million), the NHS is funded by national taxation and the organizational structure has traditionally been more centralized 27 than in Sweden. Advances in stroke care have been less rapidly implemented in England compared with Sweden. 28 Table 3 Case study profiles
English case study 1 (ECS1)
This hospital is geographically isolated which impacts upon recruitment of staff. It is a district general hospital which serves a population of 200,000 and has a staff of 3000. It is affiliated with the local medical school. The hospital accepts patients from two distinct areas, one of which has developed dedicated stroke community services, while the other does not, so some patients get better follow-up care than others. There is a Primary Care Trust (PCT, a type of English NHS organization, created in 2002, which commissions services, sometimes provides community services and co-ordinates general practitioner services) led push for ESD. Patients are discharged with a care plan to be implemented by community therapists. Once this is completed the patient is discharged from the community services to the GP.
English case study 2 (ECS2)
The hospital is situated in a large southern city. It serves a population of over 500,000 with a staff of 4000. The hospital's SU has been upgraded to a large combined hyper acute stroke unit (HASU) and SU over the past two years. It is a teaching hospital affiliated to a large university. This hospital accepts patients from two distinct areas, one of which has a well-developed, dedicated stroke coordinator led service, so some patients get better coordinated follow-up care than others depending on where they live. Most patients leave the SU with a discharge plan. On average, a community therapy team will visit each patient once every week over a six week period and discharge the patient back to the GP once the patient's goals have been met. This team regularly meets to discuss the patient and will accept re-referrals from GPs if a patient deteriorates post discharge from community therapy services.
Swedish case study 1 (SCS1)
The hospital is centrally located in a large Swedish city and is of a similar size to ECS2. It is closely affiliated with the university. This hospital has an especially high number of stroke patients who have a very short stay on the SU. Lack of bed capacity is a recognized problem at this hospital. There are two types of discharge; either home direct from acute setting (mild stroke) or to inpatient post-SU setting (more severe), and community rehabilitation teams visit both types. There is a consensus expressed by SU staff that poststroke rehabilitation care provision is less generous than it has been historically and also services have become more fragmented.
There are multiple providers of rehabilitation services in this city which makes rehabilitation destination more complex for the patient.
Swedish case study 2 (SCS2)
The hospital is situated in a rural area in Western Sweden. It serves a population of 150,000 and has a 20-bed SU. There are 3 other hospitals affiliated with this site, all with their own SUs which serve their small local town populations. This is not a university affiliated hospital. Similar to the rural site in England, it has a problem of recruitment and retention of staff. Patients here can stay on the SU longer and get more therapy input prior to discharge compared with SCS1. This hospital does not have the same issues relating to bed shortages as SCS1. A care plan is devised at discharge, and then the patient receives care either at home or at a rehabilitation clinic for 6-8 weeks. There is a home visit nursing service for patients discharged home. As the patient improves they will be seen less at home and more in a clinic as an outpatient. A special factor in this case study was the existence of GPs with special rehabilitation/stroke interests who were coordinating care as part of a pilot scheme.
GP, general practitioner; ESD, Early Supported Discharge
The importance of normative integration in stroke services independently read a sample of transcripts from all four case studies and discussed the coding frame with AF to insure reliability.
Results
The empirical findings are presented with specific reference to the six dimensions of integration highlighted in the Fulop et al. 12 typology; organizational, functional, service, clinical, normative and systemic integration. This allows us to explore how and why stroke services do or do not successfully integrate along the patient pathway described in the introduction. We highlight generic strengths and weaknesses common to international contemporary stroke care and illustrate contextual factors specific to each individual site and hence draw comparisons between Swedish and English stroke care in urban and rural settings.
Organizational integration
In both countries and across all four sites the ethos of treating stroke as an emergency condition has led to organizational integration between ambulance and hospital services which treat patients with acute onset of stroke. In England, the general level of responsiveness and expertise of ambulance crews has increased:
. . . the pathway we introduced, enabled our clinicians to assess potential candidates for thrombolysis if that was indicated, then they would pre-alert and blue light the patient to a resus (Ambulance representative, ECS1)
In our urban English site, the organizational integration of the ambulance service is seen as crucial:
We're integrated into Health Pathways . . . We've been integrated into it all along and have had our clinicians and our admin support and, sort of, service development staff involved in that right from the outset (Ambulance representative ECS2)
In our Swedish rural site the ambulance service and the emergency department were integrated formally and functioned within a shared management structure, leading to better services for stroke patients: However, across all sites, and particularly in our urban Swedish site there was a lack of organizational integration between hospital stroke services and community and primary care services for discharged patients. Staff were often unsure where patients were sent after discharge, reflecting the problems caused by such a diversity of providers in the urban Swedish setting and a lack of organizational and service integration between the hospital and the community providers:
The picture was less 'shattered' in the Swedish rural site, where long established personal networks existed between specialists and GPs. These often informal linkages lacked the rigour that successful organizational integration might be expected to deliver:
. . . we have a problem with losing patients outside the hospital, who is in charge of the patient. We have very, we have fifteen communities here and we have, they are working in different ways. (Manager SCS2)
Functional integration
We found evidence of meetings and enhanced communication between the ambulance service and acute providers in the urban English case study and there are shared functions between the hospital emergency and ambulance services in the Swedish rural study. However, there are examples of IT system miss-matches in England:
But they actually use RIO [NHS IT system] at the hospital which we don't have access to (Stroke coordinator, community, ECS2)
In Sweden the IT services are more sophisticated and integrated between hospitals and primary care. An underlying problem experienced across all our sites however is more fundamental:
Sometimes when a patient is discharged, I think the hospital doctors, they forget to give us a note or send us a letter (GP, SCS1)
These communication issues are more problematic in the posthospital phase of treatment, than in the prehospital and inpatient phase of treatment for stroke patients where verbal communication is easier.
Service integration
The evidence suggests that in recent years the emergency department has managed to successfully link its stroke services with the SU in both countries by having stroke nurse specialists from the stroke unit in the emergency department assessing and processing stroke patients: Commissioner  3  0  1  1  Manager  4  3  3  3  Doctor  3  3  3  5  Nurse  7  4  6  8  Healthcare Assistant 1  1  0  1  Therapist  5  7  5  6  G P  1  1  2  3  Ambulance service  1  1  1  1  Welfare board  0  0  1  0   Total  25  20  22  28 They [stroke nurses] come down, they find their patients, they care for them, they see that they get a fast run through the emergency and directly up to bed in the stroke unit. (Emergency nurse, SCS1)
The shortage of beds in the Swedish urban site (SCS1) made integrated care less comprehensive as patients had to be treated on two separate wards. This was compounded by a failure of normative integration, as a number of senior consultants treating stroke patients identified themselves primarily as neurologists rather than stroke specialists. This challenged ideals of systemic, service and clinical integration that mandated that all (and only) stroke patients be treated on the SU:
. However, the more common situation across the case study sites is that the specialized stroke team based on the unit have regular meetings with other members of staff involved in the stroke patient pathway: This lack of follow-up is important because the responsibility for the care of stroke patients post-SU discharge in both countries lies with their GP.
Clinical integration
SU based medical, nursing and therapies staff across all sites expressed concern about the lack of clinical integration post-SU discharge:
. . . we have seen that too many of our patients, three months after they have been discharged, have not got their visit to the GP. There are clearly defined and well integrated pathways of care for stroke patients in their prehospital and SU phases of care and there are important relational factors which aid clinical integration across and within professional boundaries:
. . . in the past dieticians have struggled because they've been met with quite a lot of resistance from like senior doctors. But here the doctors are very good, they are into their nutrition and they are very realistic in terms of their practice. So I don't really struggle and here it is teamwork (Dietician, ECS2)
Normative integration
Our data suggested that health-care professionals and managers involved in prehospital, emergency and SU care exhibit shared values which help coordinate work and secure collaboration in the delivery of stroke care. There is strong attachment to the evidence that 'time is brain' (Saver 29 [ p. 263] suggests: 'the phrase "time is brain" emphasizes that human nervous tissue is rapidly and irretrievably lost as stroke progresses and that therapeutic interventions should be emergently pursued'. This general call to action [e.g. Gomez 30 ] in acute stroke care was adapted from its predecessor in acute coronary care ['time is muscle'] both tracing their lineage to Benjamin Franklin's original aphorism, 'time is money'.), so suspected stroke patients should be taken quickly by ambulance to hospitals offering the panoply of services applied by specialists en route to the SU where a dedicated MDT will offer specialized care. It is this clinical integration which is seen as crucial and valued by professionals, managers and policy-makers across England and Sweden:
Because you have changed the knowledge about the disease, you can do more. You have increased -I mean you have this education for nurses and doctors. Most of all I think it's the technology or the medical possibilities to treat these patients . . . suddenly this area is interesting. (Doctor SCS1)
These values are not shared along the pathway in primary and community care as stroke care is now a specialized emergency service, GPs have little experience of caring for these patients:
It's mainly identifying if they contact us rather than go straight to A & E. They are now being encouraged to do that. And that has taken us out of the loop quite a bit.
(GP, ECS1)
Systemic integration
GPs' level of knowledge of specialist and rehabilitation care available for stroke patients after hospital discharge was variable:
Some of the GPs are very proactive; some of them work really well with us. Others are not 100% aware of the facilities we provide, the treatments we provide. (Community physiotherapist, ECS1)
Variability is a key finding in relation to posthospital care for stroke patients across all sites. The English rural site (ECS1) discharged patients to two different PCT community care providers, one employed specialist stroke therapists known to SU therapists with whom integrated care plans could be discussed, the other PCT did not employ specialist stroke rehabilitation staff, so hindering clinical integration:
We discharge to area A and area B . . . In area A, I'm really confident. I will put my referral in, and that patient will be seen [by a specialist OT] between a week or two weeks after my referral . . . In area B, there is actually no stroke OT to send them to or to refer them to . . . So I send in a referral and I don't know what happens . . . the service is certainly not joined up (Senior hospital OT ECS1)
Our urban hospital (ECS2) also discharged patients to two different PCT areas, one of which employed a community stroke coordinator facilitating systemic integration; the second PCT lacked a coordinator, hindering integration:
[The area A community stroke coordinator] comes to our MDT meetings, she picks up all the area A patients, she then goes and visits them immediately after discharge, makes an appointment to see them again in six weeks and then sees them again in six months and then it's a year . . . There was supposed to be community stroke coordinator in area B, but she left. . .(Consultant, ECS2)
Our urban Swedish case study painted a similar picture of disparate services which were poorly integrated between hospital and community. Although there was also numerous posthospital care providers in the Swedish rural case study site, local relationships and established networks between professionals promoted better integration:
. . . for most of the patients I make a telephone call to a colleague outside the [hospital] and ask them to take care of the patient. (Hospital OT SCS2)
This level of variability sits in stark contrast with the coherence of rules and guidelines and integrated systems which deliver emergency and acute care for stroke patients:
[T]he example that instantly springs to mind is the thrombolysis pathway really . . . I suppose, for me, it's around the clarity and support from the regional network around the training, around governance infrastructures (PCT Network Improvement lead ECS1)
Discussion and conclusions
These empirical data suggest that the conscious decision by senior stroke clinicians and policy-makers to treat stroke as an emergency condition has created a context in which normative integration: 'the role of shared values in coordinating work and securing collaboration in the delivery of healthcare' ( p. 4) 12 often flourishes between the various clinicians that provide emergency and hospital stroke care. This has occurred concurrently with systemic integration: 'the coherence of rules and policies at the various levels of organisation' ( p. 4) 12 for these same health-care professionals so that elements of organizational, functional, service and clinical integration (to a lesser or greater extent) have been achieved across emergency and hospital stroke care in our four case study sites. In contrast, these normative and systemic elements are often lacking in the postspecialist hospital phase of treatment so that integration between hospital and community (rehabilitation and General Practice) care is frequently less successful. In terms of cross country and internal comparisons, Sweden and England share the consensus around the value of treating stroke as an emergency condition on dedicated SUs. Both countries are increasingly successful in integrating prehospital, emergency and specialist care; however, they demonstrate deficiencies in integrating care between hospitals and community, rehabilitation and general practice for post-SU stroke patients. Local contextual differences influence the extent of integration within both countries, the Swedish urban site faced challenges making service and clinical integration more difficult than in our rural hospital site. In England, while both urban and rural sites had sufficient SU capacity there were similar failures of normative and systemic integration related to post-SU care. This suggests that successful integration is not determined by national or geographical differences alone, but is more nuanced, depending on the local actions of individuals, teams and application of systems.
The management challenge lies with commissioners and designers of post-SU care pathways in both countries, they should encourage normative integration beyond emergency and acute care in stroke, promoting cross-site working by therapists from SU and community teams and closer working between stroke specialists and GPs. Systemic integration in post SU care could be encouraged, perhaps by further work with stroke coordinators and by linking community based policy goals with funding implications. The Swedish stroke audit collects postdischarge data, which is something that England could adopt. An alternative approach might be to extend the role of the SU outwards by organizationally integrating community services with the hospital (there are elements of this at ECS2) but this lacks effective functional, service and clinical elements as responsibility still rests with GPs not hospital consultants.
We might speculate on the impact that the current NHS changes in England may have on the integration of stroke services. Perhaps the introduction of clinical commissioning groups, building upon local clinical knowledge might improve the situation and lead to greater integration between GPs and hospitals in post-SU care. However, the reforms may also encourage private providers to bid for contracts and the experience from Sweden is that multiple rehabilitation providers lead to complexity and (dis)integrated services. The broader shift towards competition in England may impact negatively on integration between commissioning groups, networks, acute providers and ambulance trusts.
Our data are based on professional perspectives and do not include patient perspectives. However, the literature on stroke survivor and carer experiences confirms the need for improved integration between acute and community-based care to meet long-term needs. A 2005 UK survey reported that 69% of respondents rated their care in hospital 'excellent' or 'very good', this dropped to 42% for patients leaving hospital when followed up one year later. Specific areas of concern included access to continued rehabilitation therapies, support for everyday activities and emotional problems and provision of information. 31 A subsequent UK survey of stroke survivors reported unmet needs in the same domains. 32 Systematic reviews of qualitative studies conducted across Europe, North America and elsewhere substantiate the finding that stroke care post-SU discharge is often experienced as poorly coordinated. 33, 34 This study has indicated other issues that require further research include the perceived lack of integration within community care stroke services and the challenge of integrating services for stroke patients with co-morbidities.
